MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63-030316

DEPARTMENT OF PUBLIC HEALTH AND WHLFA

- P - . I y STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District Ne. ———--31.8__._anan Registration District ngoa_ Registrar’s No. ____7880__

ON THIS STUB O ED A I 51963
U Y britt '5F oeatH 2. USUAL RESIDENCE (Whore deceatod Hved. If imalitufion: Residence before

a. COUNTY a. STATE MO b. COUNTY sdmission}

Vv§ 300
Rev. 4/59

b. CITY {{f outside corparate limits, give TOWNSHIP only) Length of stay in 1b e, CITY Inside Limirs

QR OoR
TOWN St . Louis TOWN st . Louis , Y [0 Ne O

c. FULL NAME OF (If NOT in hospiral, give location Inside Limit, d. STREET tride, gF ti
hasP A v ) ide Limits .EDRDEEESS (If cutside, give location) Reside on Farm

INSTITUTION D.O.A. City Hospt. Yea 0l No[J 1929 SulliVan Ave. Yes 7 No [
. NAME OF DECEASED First Middle R 4, DATE Maonth Day Year

{Type or print) LT - OF
William Loe Morris'. - DEATH 8/1/63
 SEX &. COLOR OR RACE 7. Married []  Never Married [ [8. DAIE OF BIRTH 9. AGE (last hirthday) |IF UNDER 1 YEAR | If UNDER 24 HR

M W Widgwgdﬁ, Diverced (0 1/25/78 85 Maonths [ Days Hours I Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE {City and state or country) | 12. CITIZEN OF WHAT COUNTRY
during most of working life, even If retired)

Retired Self-Emp.Huckster St.Paul Minn.

13a. FATHER'S NAME 13b. MOTHER™S MAIDEN NAME 14. NAME OQF HUSBAND OR WIFE

TE AMENDED

Morris Flize Shad Mary Morris
15. WAS DECEASED EVER IN U.S, ARMED FORCES NO. [17. INFORMANT Addrers

(Yas,no.nrunknown)'(lfvel.glvnwarordarelul MI'S. GOldie Dic_kson 1929 Sullivan

AUSE OF DEA'I’H (Enfer only one cause per line for a), fbr lnd' - INTERVAL BETWEEN
PART |. DEATH WAS CAUSED v ONSET AND DEATH
IMMEDIATE CAUSE (o) QD D QQQA Ardasoe
H

¥

DOCUMENT

Conditions, if any, 7. DUE TO (b)
which gave rise to
above cause (a),

stating the under- %

lying causa [ast. DUE TO {¢} / 2'

FPART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART HI. If decessed was  female was
disaase condition given in PART | {a) thers a pregnancy in last 90 days.

I O Yes | O Ne I [0 Unknown
19. WAS AUTOW 2a. ACCll:!rJENT SUICIDE HOMDICIDE - 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PER [m]

FORMED
YES [0 NO

70c. TINE OF  IHyar  Month, Day, Year
INJURY  a.h.

p-m. .

20d. INJURY OCCQURRED 205, PLACE OF INJURY (e.g.. in or abouf home, | 20F. CITY, TOWN, OR LOCATION

WHILE AT WORX [] farm, factory, street, office bidg., etc.)
NOT WHILE AT WORK ]

her .
21. 1 attended the deceased frouh__—_ﬁ-og;‘brn and last 38w |y, alive on
Death occurred at -~ 4 m on the data stated sbove, and to the beyt of my. knowledge, from the causes stated,

[ .
{Degree or tirle) 22b. ADDRESS 22c. DATE SIGNED

/300 Mﬁw ¥-2-43

/AT I3 AL
a. B L, 23c. OF CEMETERY OR CREMATORY 23d. LOCATION [City, town, or county)} {State)
REMOVAL {Specify)
Removal | Valhallg Cemetery St. Louls Co. Mo,

24. FUNERAL DIRECTCR ADDRESS 25, DATE IIECD..BY LOCAL REG. |24 R RAR'YEIGN RE
Robert D. Kinealy 2228 st.Louls Avg. AUG 2 1963 mﬁu{% /Zp_,

{Licensed Embalmer’s Statemont on Raverss Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD CF

MEDICAL CERTIFICATION

USE BLACK INK

TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : Student Embalmer No.

working under my personal supervision.

Student Signed_,

Signature of Student Embalmer

Licensed fmbalmer No, 2 Foo

P.O. Address =2 2
Fan N

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

. .
-




